1. Introduction {#sec0005}
===============

Accessory mitral valve tissue (AMVT) is a rare congenital condition and sometimes associates with left ventricular outflow tract obstruction (LVOTO). The mechanism of this obstruction is direct bulging into LVOT of redundant anterior leaflet tissue, which increases the pressure gradient through the narrow path \[[@bib0025]\]. Roughly around 70 % cases are diagnosed during childhood, due to the symptoms related to LVOTO \[[@bib0050]\]. The condition can be treated conservatively, surgery should be indicated in patients with severe LVOTO, severe mitral valve regurgitation or in patients undergoing surgery for other cardiac malformations. The outcome could be even more beneficial if a minimally invasive approach is applied. We report a case of an adult patient with AMVT successfully treated via right minithoracotomy.

The work has been reported in line with the SCARE criteria \[[@bib0005]\].

2. Presentation of case {#sec0010}
=======================

A 39-year-old male with the history of dyspnea on exertion was admitted to our department. The patient had a worsening dyspnea in a 4-month period. On admission, he presented with mild orthopnea without history of paroxysmal nocturnal dyspnea. Clinical examination revealed a regular heart rate of 80 bpm, blood pressure of 110/60 mmHg and a 4/6 holosystolic murmur at the apex, radiating to the left axilla. Another 3/6 systolic murmur was also discovered at the left 3rd intercostal space. 2D transthoracic echocardiography (TTE) showed an 18 × 15 mm anterior leaflet aneurysm. This structure protruded into the left ventricular outflow tract (LVOT), caused severe LVOTO. The pressure gradient through the LVOT was 97/49 mmHg (Continuous wave Doppler measurement). Severe mitral regurgitation was also detected, the vena contracta of the mitral regurgitant jet was 8.1 mm ([Fig. 1](#fig0005){ref-type="fig"}). Left ventricular ejection fraction was 64 % (Simpson-Biplane). No aortic valve lesion and other cardiac malformation were found on preoperative TTE.Fig. 1The anterior leaflet aneurysm outpouching to the LVOT (left), aliasing jet through the LVOT and the regurgitant jet of the mitral valve on 3-chamber view (right).Fig. 1

The patient underwent minimally invasive mitral valve repair. Cardiopulmonary bypass was established via the right femoral vessels. A 5 cm right thoracotomy through the 4th- intercostal space was performed. The left atrial was entered and the mitral valve was exposed. The AMVT was found on the A2 part of the anterior leaflet, near the valvular free edge. The pouch was then exposed and excised ([Fig. 2](#fig0010){ref-type="fig"}). The remaining leaflet was reattached using interrupted 5.0 sutures. Ring annuloplasty was performed to reinforce the mitral annulus.Fig. 2The AMVT with water test (a) and without water test (b), excised AMVT (c), postoperative TEE showed competent mitral valve (d).Fig. 2

Left atrium was closed and the CPB was weaned as usual. TEE showed a competent mitral valve and the LVOT was clear with a mean gradient of 6 mmHg. After surgery, the biopsy showed no-specific pathological findings.

The postoperative phase was uneventful. The patient was extubated 6 h later with the support of low-dose dobutamine. He was discharged at postoperative day 5. At 3-month follow-up, he has fully recovered. TTE showed a trivial mitral regurgitation with no LVOT obstruction.

3. Discussion {#sec0015}
=============

AMVT is generally diagnosed in the childhood due to its association with other cardiac malformations and/or a symptomatic LVOTO. As a result, adult cases of AMVT is very rare \[[@bib0040]\]. In this case, the patient developed the symptom in his adulthood owing to the mitral regurgitation and the LVOTO. The appropriate timing for surgical resection of the AMVT remains controversial. According to Prift E. et al., the excision of the AMVT is recommended when the patient is symptomatic \[[@bib0035]\]. However, a case report showed a cerebral thromboembolic event in a young woman caused by thrombosis in the pouch. Hence, and the authors advocated surgery at the time of diagnosis to prevent future devastating complications \[[@bib0045]\].

The benefits of minimally invasive mitral valve surgery have been proved in the literature \[[@bib0010]\]. This is becoming the new trend for mitral valve surgery in many centers. Through the right minithoracotomy, the AMVT could be clearly exposed and the procedure seems to be simple. With the combination of the minimally approach and the simplicity of the AMVT resection, we support early intervention to avoid neurologic events in the youngsters.

AMVT need to be differentiated with mitral valve aneurysm (MVA), a rarely reported disease. It is a complication of aortic valve infective endocarditis \[[@bib0030]\]. TTE usually shows an outpouching of the anterior leaflet into the left atrium with systolic expansion and diastolic collapse. Rupture or perforation of the aneurysm is one of the severe complications because of the subsequent acute mitral valve regurgitation \[[@bib0020]\]. Small-size pouches can be treated conservatively and surgery is reserved for large unruptured aneurysms or in the setting of rupture or perforation \[[@bib0015]\]. TTE and TEE are essential for diagnosis and decision making. Aortic valve should be carefully studied to exclude any endocarditis proof of the valve. The direction of the pouch (toward the left atrium or the left ventricle) also helps to make the discrimination.

4. Conclusion {#sec0020}
=============

In conclusion, AMVT is a rare disease which needs to be treated early to prevent future neurological complications. Minimally approach via the right minithoracotomy provides an excellent exposure and facilitates the procedures. This condition should be distinguished with the MVA due to different pathophysiology and treatment.
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